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ABSTRACT: Paradoxically, due to recent mental health legislation, the mentally handicapped 
of the developed world find themselves in the same situation as the majority of those in the devel- 
oping world who never had contact with a mental health service. A survey of the literature and of 
the situation in Egypt and Lesotho suggests marked coincidence of vagrancy and chronic mental 
illness. In both the developed and developing world, adequate services to support these people 
are lacking. 


The psychiatrist might be keen to attach a psychiatric label to tramps like Bozo 
and Paddy, the fleeting companions of George Orwell during his time Down 
and Out in Paris and London (1933). But after he has done so, what would he offer 
them or society? Orwell writes, 


A tramp tramps not because he likes it, but for the same reason a car keeps to the left; 
because there happens to be a law compelling him to do so. A destitute man, if he is not 
supported by the parish, can only get relief at the casual wards, and as each casual ward 
will only admit him for one night, he is automatically kept moving. He is vagrant because, 
in the state of Jaw, it is that or starve. 
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Orwell’s fascinating picture of his experience as someone ‘‘down and out,”’ 
although rooted in the socioeconomic realities of his tume, raises a number of 
interesting questions. Rousseaus’s (1981) haunting description of the 
shopping-bag ladies, representing the approximately 4000 homeless women in 
1979 in New York City alone, has given these questions fresh relevance. Does 
mental illness contribute significantly to the phenomenon of vagrancy? Can we 
identify compelling reasons for a psychotic person to become vagrant? What, if 
anything, have mental health workers got to offer to vagrants? We have 
recently faced these questions in a completely different setting: an evaluative 
study of new approaches to community mental health care in developing 
countries (Harding, De Arango, Baltazar, Climent, Ibrahim, Ladrido- 
Ignacio, Srini-Vasa Murthy, & Wig, 1980). In our preliminary work of 
‘‘community concerns’? (Wig, Saleiman, Routledge, Srinivasa, 1980), the 
problem of vagrancy emerged in several of the study areas, in a way that made 
it clear the vagrancy was associated in the public mind with mental disorders. 
This association has been presumed by mental health workers in a number of 
countries, for example in Africa, where the term ‘‘vagrant psychotic’’ is 
commonly used, though not clearly defined. Therefore, it was decided by the 
participating research teams to study the problem of defining the so called 
‘‘vagrant psychotic,’’ his special disadvantages in life as well as his advantages, 
the problem he constitutes for his environment, the possible advantages of his 
vagrancy to the community, and the potential helping role of community 
mental health workers. 


DEFINING THE ‘‘VAGRANT PSYCHOTIC”’ 


Orwell would certainly have objected to the ‘‘legal’’ definition of vagrant in the 
Concise Oxford Dictionary (5th edition, 1964): idle and disorderly person of 
any of three grades liable to various terms of imprisonment. ‘‘A casual ward,’’ 
he would have opposed, ‘‘will often admit a hundred tramps in one night, and 
these are handled by a staff of at most three porters. A hundred ruffians could 
not be controlled by three unarmed men?’’ 

Being of no fixed abode is not a proper description either, because this 
characteristic is only partly the result of the habits of the vagrant. Orwell tells 
us of the difficulty vagrant people have in catching a full night of sleep on one of 
their favorite benches, because the police must move you on if they see you 
asleep. He goes on saying that in Paris there is no such law. Rousseau (1981) 
also mentions the major problem of the shopping bag lady of getting a full 
night’s sleep because in public places [at night] ‘‘police make hourly rounds to 
shake the shoulders of anyone who falls asleep and to give a solid whack to the 
soles of the feet of those they have had to remind one time too many.’’ The 
women are forced to live in a perpetual state of weariness and exhaustion. 
They are seen ‘‘sleeping in public so often because it is better to wait until 
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daylight to find a doorway or a park bench that might be more conspicuous but 
is at least safe.’’ Safer, anyway, than in rooming houses or specially designated 
hotels where they are at the mercy of a disinterested landlord or ‘‘easy prey to 
the robberies and assaults that many time go unreported in these rooms.’’ At 
present, according to South African law, every race, tribe, or nationality must 
live in its own separate area. As a result of this, anybody who is found outside 
his ‘‘homeland’’ area must be returned immediately. There are many people 
returned to Lesotho who have no relatives whatsoever there, but simply 
because their ancestors were of the indigenous Basotho tribe. Many vagrants in 
Lesotho have relatives or even their parents living in South Africa, but had to 
be repatriated to Lesotho after becoming mentally sick, old, or unemployable 
for other reasons. Most were born, grew up, and worked in South Africa, but 
have been dumped in Lesotho as a result of the Group Areas Act or other such 
apartheid laws. In Egypt, vagrancy is regarded from a legal point of view as an 
antisocial act, constituting a threat to law and order. Therefore it is punishable 
by law. The following behaviors are considered as vagrancy: lack of legitimate 
way of living and absence of lawful support; no fixed abode or settled 
residence; antisocial acts such as indulgence in activities related to prostitution, 
begging, etc.; deviant behavior: e.g., truancy, disobedience to parents, etc. 
Asuni (1968) in his study of vagrant psychotics in Abeokuta (Nigeria), applied 
criteria that the public would use: walking about naked, dressed 
incongruously, collecting rubbish, chasing rams and goats, etc. Such a 
definition would have applied to two schizophrenics in Ethiopia (Giel & van 
Luijk, 1969; Giel, Kitaw, Workneh & Mesfin, 1974) who were roaming the 
streets of Bonga, a small roadside town in Ethiopia, and of Addis Abeba. Yet, 
the first one after a trip of 1000 km. from the north of the country, had found 
food and shelter with a wealthy and generous prostitute, sleeping on the porch 
of her house. The other had been occupying a small burial house on one of the 
more famous cemeteries of Addis Abeba, as long as the other members of the 
churchyard community could remember. 

The definition would include also a young schizophrenic seen at the healing 
place of an Ethiopian sheik (Workneh & Giel, 1975). His mother, after having 
been abandoned by her husband, was accompanying him on a desperate 
crusade already lasting four years, moving in vain from one hospital to 
another, from one traditional healing center to the next. At times she had to 
lead him with tied hands at the end of a rope. She herself should perhaps be 
included as a vagrant. 

By definition, vagrant men and women do not belong to the community. 
However, occasionally large numbers of homeless, wandering people come 
together and form a loose-knit social group, sometimes under a charismatic 
leader. Asuni has described his experiences with such a group, which came to 
be regarded by the authorities as a social threat for which psychiatric 
intervention was required. The group was dispersed and no doubt most of its 
members continued their nonconformist way of life in a less conspicuous 
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manner. Another example of official intolerance towards collective vagrancy 
occurred in another west African country some 15 years ago at the time of an 
important and prestigious diplomatic gathering. About 100 vagrants camping 
by the side of a main road were moved by the police to a site some 150 miles 
away. This group of men became the focus of a new mental hospital 
constructed on the new site. 

It seems that the ‘‘vagrant psychotic’’ is above all a person who is publicly 
visible and identifiable as a psychotic and apparently neither institutionalized 
nor receiving regular treatment. However, it would be wrong to conclude 
immediately that he is without any kind of ‘‘fixed abode,’’ even if he does not 
spend much of his time there and is often difficult to locate for the purpose of 
treatment. When in 1973, during the tenth anniversary of the Organization of 
African Unity, the streets of Addis Abeba had been cleared of all beggars, some 
650 were put in an enclosure just outside the town. Approximately 5% were 
chronic psychotics, mainly schizophrenics. Interviews with these people 
revealed that they survived by doing odd jobs, depending on gifts or other 
support from people who often also had helped them to a simple shelter. They 
lived scattered about the town and were not altogether homeless and vagrant. 
In fact, some of them were known not as casuals but as regulars in certain parts 
of the town. 

It is obvious that the definition of ‘‘vagrant’’ offers more of a problem than 
that of ‘‘psychotic.’’ ‘‘Vagrant’’ in the eyes of the public, itself identifiable by a 
home address, does not automatically imply ‘‘without any fixed abode.’’ Nor 
is the criterion of ‘‘without a settled way of living,’’ used in the United 
Kingdom under the National Assistance Act of 1948, of much help. Wood 
(1976) explains some of the difficulties encountered in applying the criterion in 
the Camberwell Reception Centre. Its statutory requirements assume that the 
root cause of vagrancy (or being without a settled way of living) lies within the 
individual client of the Centre and that, if techniques can be discovered and 
put into practice to change patterns of living and attitudes, such people will 
cease to be vagrant. However, then it will soon become apparent that the main 
problem is the general shortage of housing for single people. Or, as in the case 
of the shopping-bag ladies, rooms where defenseless or handicapped people can 
be safe from their malevolent neighbors. Furthermore, where other conditions 
are discovered to be present, such as mental illness or physical handicap, and 
where the welfare officers are successful in encouraging vagrants to accept help 
for their condition, this proves insufficient since it then becomes clear that the 
services to deal with this demand are not available. 

This once more indicates that the definition of ‘‘vagrant’’ is dependent on 
the complex interaction of personal characteristics and social conditions. Its 
social meaning may be entirely different in the context of a developing country 
undergoing rapid socioeconomic change, from that of a highly industrialized 
and urbanized society. 
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THE COMBINATION OF VAGRANCY AND PSYCHOSIS 


Today, in a number of countries large sections of the population are highly 
mobile, migrant, vagrant, or refugees. Which of the above terms is applicable 
or commonly used depends very much on the sociocultural setting or the 
political situation. There are many reasons for such mobility, with mental 
disorder perhaps being the least prevailing one: e.g., war, hunger, 
unemployment, pilgrimage, trade, education or health. In Ethiopia, pilgrims, 
students and sick people have a tradition of taking to the road on their way to 
holy places, church schools, and healing centers. Not all of them are homeless 
people even though they may occasionally be arrested as vagrants, finding it 
difficult to disprove their disqualification as ordinary citizens. 

Asuni’s (1968) survey of Abeokuta, a modest-sized town in the Yoruba- 
speaking region of Nigeria, with 90,000 inhabitants, suggests that such an 
urban center serves as the end of the road for many vagrants. Fairly intensive 
screening of the town in 1965 and again in 1967 revealed that of the 26 cases 
found in 1967 only one was included in the 35 of the previous survey. This 
means that 25 fresh cases had accumulated in less than two years. Asuni 
considered the presence of a railroad and a mental hospital as important factors 
contributing to this high turnover of vagrant psychotics. All were found in and 
around the markets in the town, near the lorry and railway stations, in the 
commercial section of the town and the main roads passing through it, specially 
near the periphery. None were found in the residential areas. There is no 
mention in Asuni’s paper of the total number of homeless and vagrant people 
in Abeokuta. Harding (1973), in a survey of psychotic illness in a rural 
community of 140,000 population, fairly close to Abeokuta, identified eight 
vagrants suffering from psychosis, compared to 43 cases under treatment by 
traditional healers. A comparison between Asuni’s and Harding’s findings 
lends support to the impression that vagrants gravitate towards towns and that 
psychotically ill persons are more likely to be cared for by traditional healers in 
rural areas. With the exception of these two studies from Nigeria, we have been 
able to find no other documented studies of vagrancy and psychosis in 
developing countries although there are many anecdotal accounts. With 
respect to developed countries, on the other hand, there are a large number of 
useful and well-documented studies. Despite the obvious sociocultural 
differences we will summarize some findings from the United States and 
Britain. 

Tidmarsh and Wood’s (1972) study on the Camberwell Reception Centre in 
London also indicates that vagrancy is mainly an urban problem. Since about 
1964 the Camberwell Centre has accounted for approximately half the national 
figure of people seeking night shelter in a reception center. It was estimated 
(Wood, 1975) that each year 8000 individuals attend the Centre, 4000 of these 
being new to the Centre. A sample survey in 1970 showed that in this case 
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mental handicap contributed heavily: of 130 cases 22% suffered from mental 
illness, 14% were addicted to alcohol or drugs, 18% had personality disorders, 
and 1% had epilepsy. The remaining 45% had no_ identifiable 
neuropsychiatric disorder. 

Of 171 men who had visited the Centre before 2% had epilepsy. The 
chances of becoming a casual, i.e., someone attending more than once, were 
smallest for those without a medical condition of ill-health and greatest for 
alcoholics, followed by those with mental illness or a physical handicap. These 
people also stayed longest. Lodge Patch (1970) surveyed two Salvation Army 
Hostel in Central London, housing destitute men who were directed there by 
the National Assistance Board or who came of their own free choice. Only 
11.4% were judged normal, 14.6% were considered schizophrenics and 50.4% 
with disorders of personality. It should be noted in relation to the studies 
carried out in London that the metropolis certainly attracts vagrants from all 
parts of the country and contains a high proportion of the nation’s vagrants. 

Priest (1979) referring to a Survey of the National Assistance Board in 1966, 
mentions that approximately 30,000 homeless, single persons were identified in 
Great Britain of whom less than a thousand were sleeping rough, and about 
1,200 used the government-sponsored reception centers; the vast majority were 
living in lodging houses and hostels. In Edinburgh, he studied a random 
sample of the 900-odd residents in the lodging houses. Only 24.6 % received no 
psychiatric diagnosis, and 25.9% a definite diagnosis of schizophrenia. The 
remainder was a mixture of people with alcoholism, personality disorders, 
mental subnormality, organic brain disease, and depression. Priest (1979) tried 
to replicate his study on Chicago’s Skid Row. His randomly selected sample of 
50 subjects is too small to really represent the Chicago Skid Row population of 
6000 to 7000. Fewer (14.2 %) were diagnosed as schizophrenics, and 37.5% as 
alcoholics. Priest does not state whether he found any mentally normal people 
in his Chicago sample. Reviewing some other studies Priest comes to the 
conclusion that Skid Row is a male-dominated area on both sides of the 
Adantic, that mobility is surprisingly low with up to two thirds of people 
interviewed in the various surveys, living for at least six months at the same 
address in the doss-houses of the United Kingdom or its American equivalents, 
the Skid Row hostels or flop-houses. Many of the men are elderly and retired, 
but on any one day a substantial number of them will be employed. The 
tramps have largely disappeared from Britain, as have the hoboes from the 
United States. Priest states: 


we are left with the non-migratory non-workers and the non-migratory workers, but many 
men are working one day and are unemployed the next. This is less so in the U.K. where 
the generous state welfare services prefer to sponsor a settled way of living, than in for 
instance Chicago, where the less generous city authorities do not pay the piper. 


Whiteley’s (1970) comments on the various surveys reported here are probably 
true for the majority of the developed countries: 
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The population of homeless men has been much modified over the years by primitive 
suppression, welfare relief, social controls, and now medical intervention as the core group 
of mentally abnormal personalities becomes more prominent with the skimming off of the 
fringe groups which are often transitory and due prevailing economic or social 
circumstances. 


Garfield’s (1982) survey of the literature on ‘‘beggars, bagladies, and 
bums’’ shows an upsurge of interest in the study of vagrancy in the United 
States, especially in the late seventies. The abysmal failure of the nation’s 
mental health system is listed as one of the causes of vagrancy, particularly the 
Community Mental Health Centers Act of 1963, which was designed to 
‘‘mainstream’’ mentally handicapped individuals into communities. Since 
neither communities nor mental health services were properly prepared, the 
net result was a movement ‘‘from back wards to back streets’? (Mental Health 
Association of Essex County, 1978). Garfield (1982) reports a study of 
Berkeley-area street people by Segal in which it was found that 22% of the 
young vagrants participating in a food project had been hospitalized for 
psychological problems. A number of shopping-bag ladies interviewed by 
Rousseau (1981) had a psychiatric history. As in Segal’s study it is apparent 
that her interviewees don’t carry through on treatment plans due to their 
transience, negative attitudes toward agencies, and, often, the 
inappropriateness of services offered. It seems a cruel paradox that due to 
enlightened mental health legislation the mentally handicapped of the 
developed world find themselves in the same boat with the majority of those in 
the developing world who never had contact with a mental health service. 


PRELIMINARY STUDIES IN EGYPT AND LESOTHO 


Our preliminary studies in Egypt and Lesotho were carred out in the context of 
a wider assessment of needs in the planning phase of community-based mental 
health care linked to primary health services, which has been described 
elsewhere (Climent, Diop, Harding, Ibrahim, Ladrido-Ignacio & Wig, 1980). 


Egypt 

In a study conducted by the National Centre for Social and Criminological 
Research in Cairo, it was estimated that in 1961 and 1962 in the age group 
from seven to 18 years the prevalence rate of vagrancy varied from three to five 
per 1000. The present study to assess the combination of vagrancy and 
psychosis was conducted in Abbassia Psychiatric Hospital in Cairo and 
Mamoura Psychiatric Hospital in Alexandria. The records of vagrant 
psychotics admitted to Abbassia in 1978 and 1979 and to Mamoura in 1979 
were studied retrospectively. In addition, the cases of three hospital inpatients 
and three still vagrant psychotics in the Fayoum region were studied in more 
detail. 
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In Alexandria, 24 vagrant psychotics were admitted, following referral by 
the police. Twenty were very disturbed, either excited or withdrawn at 
‘admission and remained anonymous for a varied length of time. Sixteen were 
diagnosed as schizophrenics, five as manic-depressives and three were mentally 
retarded. Fifteen were females. 

In Cairo vagrant psychotics made up a significant proportion of all 
admissions during the two years studied: 117 out of 2200. Sixty-four percent 
were females, and nine out of ten were referred by the police. Almost two thirds 
were from governorates other than Cairo. The majority (78) were diagnosed as 
schizophrenics, 22 manic-depressives, 12 were mentally retarded, three 
demented and two epileptic. The great majority (103) were admitted in a state 
of agitation. The case studies of inpatients revealed that particularly females 
are taken to hospital by the police because they are considered disturbing to 
public order, go unaccompanied and are unable to give their name. The cases 
still in the community indicate a long history of mental disturbance with rather 
frequent admissions to various hospitals far away from Fayoum. One such case 
will be described in more detail later on, and shows that a proportion of 
vagrant psychotics admitted to hospital or seen in the community are vagrant 
only part of the time, and are otherwise living with their families. It seems that 
the community does in Egypt tolerate relatively quiet male vagrant psychotics. 
However, it is more sensitive to and protective of psychotic females who start 
wandering. This explains their preponderance among those admitted. On 
admission to a hospital the majority of vagrant psychotics responded well to 
treatment and were discharged in a state of remission, but aftercare and follow- 
up was poor, especially of those living in far away places, because of a lack of 
mental health facilities in the more peripheral areas. 

It is difficult to compare these findings with those in the developed countries, 
because patients were studied mainly during contact with a mental hospital. 
This could explain the impression they give of being in a more active stage of 
their illness. 


Lesotho 


Lesotho with its 1.2 million inhabitants and 30,350 square kilometers has some 
special features. It is completely surrounded by the Republic of South Africa, 
where some 40% of its male population has to go for gainful employment, 
mostly in the mines or on white commercial farms. These migrant workers go 
usually on a contract of nine months at a time. During that period most are not 
allowed to have their families in South Africa. They are housed in hostels, are 
unable to visit their homes and have access to plenty of alcohol. At the end of 
each contract all workers return to Lesotho for a month or so before signing 
another contract. For many of them this is the pattern of life throughout their 
working life span. 

Those developing a mental illness in South Africa are treated in one of the 
“‘black mental sanatoria’’ for a short period of time and then repatriated to 
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Lesotho never to be allowed into South Africa again unless the patient can 
produce a very convincing medical certificate from a psychiatrist proving that 
his condition has been cured. Vagrant psychotics were identified by asking 
health workers both in the capital, Maseru, and in peripheral health centers, 
and district hospitals if any cases were known to them. Next these were tracked 
down for an interview on the spot. A vagrant was defined as a person who was 
without permanent accommodation, employment, money, or regular sources 
of food and who lived a socially and geographically unsettled life. He should 
also manifest gross abnormality of behavior in such a way that this general 
conduct, emotional reactions, or cognitive functions were such that a psychotic 
illness could clearly be established. A total of 120 vagrants of all categories and 
in various stages of destitution were identified in this manner, 57 of them in 
Maseru. Sixty-seven were interviewed rather unsystematically. Approximately 
half of these were psychotic and appeared to subsist by begging. At least two 
were alcoholics and four epileptics. The remainder were beggars without an 
immediately apparent physical or mental handicap. A more detailed history of 
one of the cases is given later on. 

It is difficult to compare these preliminary findings from Egypt and Lesotho 
with those from, for example, the United Kingdom. However, the general 
impression, particularly of Lesotho, is that given a variety of important social 
reasons for poverty and resulting vagrancy, the prevalence of psychosis among 
vagrants is unexpectedly high. Furthermore, these people appear to be in a 
more active stage of their illness responding to treatment, albeit with a good 
chance of relapse due to the absence of any kind of aftercare. Their life in the 
community seems much more precarious and exposed, dependent as they are 
on the generosity of their immediate environment. In other words they are 
tolerated more publicly in the community, but without the more secure 
financial support of the welfare state. 


THE ADVANTAGES AND DISADVANTAGES OF VAGRANCY 
TO THE PSYCHOTIC 


From the above we have seen that the qualification of ‘‘an unsettled way of 
living’’ is relative. Indeed, Cook (1979), in his study of vagrant alcoholics in 
London, comments that Skid Rows maintain a loose subculture or 
rudimentary community life. It disseminates a shared way of acting, thinking, 
and feeling as a response to the challenge of a special situation. The subculture 
defines the solution, which in turn creates secondary problems, but the 
immediate ones at least have been solved. He states in his ‘‘views from the 
other side’’ that 


the fact of homelessness is less worrying to the more experienced Skid Row alcoholic. The 
first break away from formal responsibilities can be frightening but thereafter can come a 
tremendous sense of freedom. To be on the tramp is happiness—for a time. Men will 
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recount how people who gave them lifts in cars wanted to leave their cars and go on with 
them... Once homeless, how does it feel to be on public view, as it were, most of the time? 
One man said that when he became a dosser: I was aware that I was under the boot of 
anyone—it could be the street cleaner, the copper, anyone. The dossers are aware that 
when you are in public you are in a public football—and you have no come-back. Even if 
you are in a cubicle in a doss-house, that’s not really private—you can hear everything 
going on around you. 


Cook’s description is most adequate for the vagrant alcoholic, who is in a way 
still a sociable man. It is unlikely to apply to the chronic schizophrenics who are 
primarily loners and persons with a tremendous handicap in communication; 
persons without a subculture except their own autistic one. Their way of life is 
a unique adaptation to an inner situation no one in the outside world wants to 
share. The problem of residual schizophrenic persons is that their impairments 
(delusions or hallucinations, difficulty in thinking coherently and 
systematically, and slowness and social withdrawal), are not directly obvious to 
other people expecting them to behave normally. Vagrancy certainly is a way 
of escaping from ordinary role expectations and emotional demands that 
cannot be met. Yet, it offers more of a challenge of subsistence than the 
environment of a large mental hospital. 

Asuni (1968) made the following comments on the basis of his observation of 
vagrant schizophrenics in Abeokuta: 


they lack the apathy, slowness and utter disinterest seen in institutionalized patients. They 
were concerned about what they were going to eat, and they clutched their few belongings 
to carry with them. A number of them initially resisted being taken away in the hospital 
van... 


We will see further on that they were quite rightly resisting admission. 
The survey of a churchyard community in Addis Abeba (Giel et al., 1974) 
led to the same conclusion: 


Conversation with these patients about the daily problems of survival was quite possible, 
but as soon as we tried to discuss their history, emotional problems or relationships they 
became deluded or incoherent, demonstrating their disturbance of thinking. In other 
words, they showed a combination of serious mental disability and quite adequate capacity 
for survival. 


Apparently, the vagrant way of life restricts the ‘‘secondary’’ handicaps of 
such people, which are not part of the illness itself but which may accumulate 
because the patient has been ill, and because of his own and other people’s 
reactions to the illness, for example in the form of prolonged hospitalization 
(Wing & Brown, 1970), or having become beggars. 

The disadvantage of being a vagrant and a loner outside any network of 
social relationships should not be neglected either. The lack of self-care and 
adequate nutrition leads to poor physical health. Leach (1979) mentions in his 
review of problems of destitution that chronic bronchitis, pulmonary 
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tuberculosis, and malignant disease were common in the men living in 
common lodging houses in Edinburgh. Garfield (1982) also mentions the high 
death rate of the homeless in the United States as one of the characteristics of 
this category of people. The survey of migrant daily laborers in Jimma, 
Ethiopia, revealed that all kinds of infectious diseases were much more 
common in those visiting the outpatient department of a general hospital than 
in the other established inhabitants of Jimma attending the clinic (Giel & van 
Luyk, 1967). Age/sex specific death rates of vagrants will no doubt be much 
higher than among residents of a modern mental hospital. 


THE ADVANTAGES AND DISADVANTAGES TO THE COMMUNITY 


The previous observations on the physical health of vagrants already indicates 
a real risk to the community because of the communicable diseases they 
harbor. In Ethiopia they formed a reservoir for malaria, relapsing fever, 
typhus, etc. Although their relative isolation may protect their environment, 
intermediate hosts of infectious disease are less selective. With regard to 
violence both Orwell, Cook, and Rousseau state that vagrants seem to stand a 
greater chance of becoming victims than the public. Without underestimating 
the possibility of sudden unexpected violence on the part of a psychotic or a 
demented epileptic person, it seems a reasonable assumption that such 
reactions often result from provocation, mockery, and ridicule by the public. 

Some of the advantages to society as a whole of having chronically psychotic 
people around in the community, mostly as vagrants, are basically paradoxical 
and quite cynical, because they have to do with the fulfillment of its 
humanitarian principles. Tidmarsh and Wood’s findings concerning the 
Camberwell Reception Centre show that the growing numbers of people 
attending and becoming residents are mostly former mental hospital inmates. 
They must have been the victims of a more recent policy towards short-term 
admission and the closing down of inhuman chronic wards. This orientation 
prevails in western Europe and the United States. Legislation to this effect has 
been adopted most recently in Italy. No developed country, however, has 
found an adequate alternative yet, nor prepared itself properly before it started 
to boast of its diminishing ratio of mental hospital beds per 1000 of the 
population (see ‘“The Future of Mental Hospitals’? Report in a WHO 
Working Group, 1978). 


THE FUTURE OF THE VAGRANT PSYCHOTIC 


S is 30 years of age, single, unemployed and on and off living in Fayoum (Egypt) with his mother 
who is 63 years old. His story is told by his brother, a teacher. S is remembered as a difficult and 
demanding child, always engaged in outdoor games. As a child he had typhoid fever for which he 
was admitted to the hospital in Fayoum. Afterwards it was observed that he had become irritable 
and unduly aggressive. Nevertheless, his academic performance throughout primary and second- 
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ary school was satisfactory, and he joined a teacher training college. In the fourth year, for no 
apparent reason, he abruptly discounted his education. In retrospect this must have coincided 
with the onset of his illness. He became restless and spent his days wandering the streets, only to 
return home in the middle of the night. Attempts to make him resume classes failed. He started 
to steal from home. At times he took the train or hired a car to visit Cairo, often to return immed- 
iately to Fayoum the moment he had arrived there. Eventually he gave up wandering and took 
refuge in the mosque of Fayoum, where he attended prayer groups or at times called for prayers. 
One day he developed a convulsion, which was followed by an exacerbation of his symptoms. He 
became excited and aggressive, often attacking people. His family interfered and took him home. 
Early during his illness the family consulted a number of traditional healers in Fayoum, 
Alexandria, Minia, and Aswan. Various precriptions and treatments were tried, without 
apparent effect. He was admitted at least four times to Abbassia Psychiatric Hospital in Cairo, 
from which he was either discharged after showing improvement or escaped prematurely. More 
recently he was admitted for brief periods to the psychiatric unit of Fayoum General Hospital. 
He attends the outpatient department irregularly with symptoms of a schizophrenic reaction. 

J is 60 years old, an unskilled, married laborer from Quthing in Lesotho. At the time of his 
interview he is deluded, vehemently denying that he has a family. He maintains that the people 
of Quthing have all been massacred long ago. In 1978 he was admitted to a psychiatric unit away 
from his district and later transferred to the central mental hospital, on his way to Quthing. In 
the meantime his wife was found. She appeared prepared to accept her husband back, but 
indicated that he had a tendency of wandering away from home, stealing, and killing livestock, 
for which he had been beaten several times. 

In 1979 patient was still in the central mental hospital, and showing some improvement of 
injections with Modecate. He seemed to accept gradually that some of his relatives were still 
alive, except for his wife whom he considers to have died long ago. Later in 1979 he was 
transferred to the Quthing psychiatric unit pending his discharge home. 

Over the years patient has constantly been in and out of hospital, mostly being referred by the 
police or a member of the public when found physically ill and emaciated or in an alcoholic coma. 
He usually sleeps on the veranda of a beer hall or shop, under trees, or in caves. He eats very 
little, picking leftovers from rubbish heaps. He begs his beer from people in the beer halls. It 
seems easier for him to get offers of drink than of food. He is often chased away from homes 
where he tries to beg for food. He is considered to suffer from schizophrenia. 


What is best for such persons? Should they be admitted compulsorily to a 
mental hospital? The mental hospital is an alternative that psychiatrists in the 
developed countries are rejecting. With regard to the developing world, 
Asuni’s account of what happened to the vagrant psychotics in Abeokuta 
speaks for itself. The 25 that could be picked up resisted admission: 


Three men died within a few weeks of admission and 3 escaped from the hospital. . . The 
period of intensive treatment and hospitalization was rather prolonged, perhaps more than 
necessary because of meagre facilities, especially frequent shortage of drugs. 
Hospitalization was certainly longer than necessary because of the difficulties in locating 
interested relatives. 


One man developed a peptic ulcer, while a woman had or developed severe 
contractures of her leg muscles. All but two were discharged and follow up was 
generally a failure, so that we don’t really know what good admission had done 
to these people. 

Developing countries often have an acceptable alternative in the form of 
traditional healing centers. Harding (1973) comments as follows on traditional 
healing in a rural west African community: 
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The treatment programme studied confirmed the use of mechanical restraint and 
confinement, to which objection has frequently been made by ‘‘Western’’ psychiatrists, 
but the longitudinal study revealed that this aspect of treatment formed only a small 
proportion of the whole and was, itself, mitigated by an overall concern and care for the 
patient. 


As follow up of patients did not reveal striking differences from those obtained 
elsewhere he concludes: 


As an interim measure, therefore, it seems reasonable not to mount a programme to 
establish comprehensive psychiatric services in communities such as this. Existing 
traditional healers should be encouraged to continue practising. It should be possible to 
offer them practical advice and help in three areas: a) the detection of organic psychiatric 
disorder; b) drug therapy, e.g. phenothiazines; and c) provision of electroconvulsive 
therapy to selected patients. 


In the Sudan precisely such collaboration between religious leaders and the 
mental health services has been found very effective. Workneh and Giel (1975) 
have come to the same conclusion following a survey of the healing practices of 
an Ethiopian sheik whose prestige could to some extent prevent the stigma 
arising from mental illness, and its resulting alienation of the patient. 
Traditional healing is in this respect far superior and much more humane than 
the care given in a mental hospital. 


CONCLUSION 
In 1933 Orwell cried out for better treatment of the tramp: 


But if he represented labour to the workhouse, and the workhouse represented sound food 
to him, it would be another matter. The workhouses would develop into partially self- 
supporting institutions, and the tramps, settling down here or there according as they were 
needed, would cease to be tramps. They would be doing something comparatively useful, 
getting decent food, and living a settled life. 


From what one reads about Camberwell Reception Centre, Orwell would not 
be altogether dissatisfied with its development. It has a population of 
‘casuals’? and ‘‘residents,’’ of whom the latter are involved in work in the 
Centre or have work outside. According to Tidmarsh and Wood (1972) it is 
among the ‘‘residents’’ that one finds the highest proportion of people with 
psychopathology and previous admissions to mental hospital. 

Leach (1979) makes a plea for ‘‘contact facilities,’’ a night shelter or a soup 
run, where it is accepted that some of the visitors express no wish for help, nor 
show any desire to interact with staff. Patience and perception are needed to 
force the pace of the relationship that they make, if at all. Leach continues, 
however, that such contact services function in a vacuum in the absence of 
accommodation to which those who use them can be referred. He proposes two 
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kinds of residential provision: (a) cheap lodgings of an acceptable standard, for 
single working men earning low incomes; and (b) supportive accommodation, 
small hostels, for those who are handicapped as well as homeless, with staff to 
provide a home for their residents. It is a matter for discussion, and indeed 
some controversy, whether latter facilities should form part of a mental hospital 
or be completely disconnected. Close cooperation with health and social 
services is nevertheless required. 

However, Rousseau’s (1981) report on the shopping-bag ladies makes one 
wonder what the advantages are of organized, but bureaucratic, welfare in a 
developed country over the less regularized charity in, for example, an African 
country. The latter is mostly delivered on the spot and directly on request of 
the vagrant person, who in New York City, according to Rousseau’s report is 
often too disoriented to keep appointments or follow the disorienting ways of 


bureaucracy. : 
In developing countries vagrants may be tolerated for limited periods 


provided that they observe certain rules, the most basic of which is not to 
expect to become part of the community. ‘‘Primary health care’’ with its 
concept of community action and responsibility for health therefore has little to 
offer vagrants. It is essentially a closed system based on a positive form of social 
contract. Vagrants have conspicuously opted out of their contractual 
obligations to local communities in return for freedom to wander and release 
from certain social obligations. If some vagrants have mental problems, for 
example if they are psychotic or dependent on alcohol or suffer from epilepsy, it 
is probably unrealistic to expect simply trained community health workers, 
whose orientation is towards the family and the local community, to cope with 
them even if they are ill. Some form of humane medical treatment while in the 
custody of the police may be a more accessible channel to effective health care. 
‘There may also be a case for medico-social centers in large towns to cope with 
the problems of such people on a practical level. Vagrants would have the 
chance of attending such a center intermittently for treatment of various 
medical problems. Only a minority will really want medico-social 
rehabilitation. Vagrants therefore pose a challenge to modern concepts of 
health care: firstly because they escape from the community-based concept of 
primary health care and secondly because their way of life implies a value 
system that is in conflict with that of society. They are likely to prefer retaining 
their state of social deviance, albeit with some marginal medical intervention, 
to undergoing an extensive personal reorientation and rehabilitation. Society 
as a whole and local communities should ask themselves ‘‘Are we prepared to 
tolerate tramps and if so can we help tramps to remain healthy but different?”’ 


SUMMARY 


Although the circumstances leading to vagrancy in case of psychosis differ 
greatly from one sociocultural setting to another, the kinds of life vagrant 
psychotics live in the developed and the developing world are quite similar, 
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particularly if their hospitalization is not an acceptable alternative. Treatment 
and social support are largely unsuccessful because of their emotional 
alienation, which can probably only be overcome by active and outreaching 
care. 
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